
Date HA Authorized

Mo. _______ Day _______ Yr. _______

■■ ■■

-         -    _____ _____ ________

1.

2.

5.

3.    

DATE RECEIVED

■■ Temporary ■■ Permanent

■■ TV ■■ PV

■■ TM ■■ PM

■■ TU ■■ PU

■■ TD ■■ PD
Start Date:________ Start Date:_______

Disposition:

■■ Shelter arranged prior to TS

■■ Vendor payment issued

■■ HA  denied

B Case Number AUAid
Code

Case Name (Last, First)

CO

C

D

E

F

A

Type of HA (check)

●

●

●

●

●

●

●

●

STATE OF CALIFORNIA — HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

(✓)

6.

7.

CW 42 (CH) (11/06) Required Form - Substitutes Permitted

Worker:

Total resource value:

4.

■■ ■■

■■ ■■ ■■ ■■

■■ ■■

8.

9.

10.

11.

12. ■■ ■■
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14.

16.

17.
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15.
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